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This was a revisit for the Federal home health
ageny survey completed on March 18 & 21, April
5& 11,12, 13, 14, 15, 18 and 19, 2016
Facility #: INO03757
Medicaid #: 200484160
Survey Date: June 2, 2016
During this survey, 3 Conditions of Participation
and 12 standard level deficiencies were found
corrected.
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